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Report on Heart Attack Outcomes in
California: 1996-1998

Overview

The California Hospital Outcomes Project is an initiative mandated by the State of
California, and conducted by the Office of Statewide Health Planning and Development
(OSHPD), to develop public reports comparing hospital outcomes for selected conditions
treated in hospitals throughout the state.

The Report on Heart Attack Outcomes is intended to encourage all California hospitals
to improve their care and give credit to the hospitals that are the leaders. It can also
help insurers, employers, and consumers to select hospitals based on quality of care.

The California Hospital Outcomes Project

Heart attack (acute myocardial infarction or AMI) was chosen as one of the
first conditions to be reported upon by the California Hospital Outcomes
Project because they are important, common, and deadly. Every year
approximately 40,000 heart attack patients are admitted to 400 California
hospitals. More than 5,000 of these persons die.

The mortality rates published in previous heart attack reports have been used
in many ways. Hospitals have used their results to evaluate and improve
their quality of care. Payers and providers have used the reports to contract
with the best hospitals. Consumers have used the reports to inform their
decisions.

The results published in this report are useful because:

o They have been risk-adjusted. Patient age, sex, type of heart
attack, and chronic diseases were used to adjust for differences in
patient risk when calculating hospital mortality rates.

o They have been validated. A major validation study involving nearly
1,000 heart attacks at 30 hospitals showed that variations in how
hospitals report their data to OSHPD do not significantly affect their
risk-adjusted death rates. In general, low-mortality hospitals treat
heart attacks more aggressively than high-mortality hospitals.

Content of the Report on Heart Attack Outcomes

This is the most recent in a series that began in 1993. This report includes
heart attack cases from 1996 through 1998. It incorporates improvements in
the risk-adjustment methodology introduced in earlier reports, including:
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e Linking with Vital Statistics records to identify deaths occurring
outside the hospital;

o Refining patient risk factor definitions based on the findings of the
validation study published 1996; and

e Using six months of pre-heart attack hospital records to more
completely describe patient risk factors.

This report consists of four volumes:

The User’s Guide (Volume 1) is intended for everyone interested in hospital
performance, including hospital staff, employers, government agencies,
health plans, insurance companies, and individual consumers. This volume
provides a brief description of the study background and methods. It also
contains two tables that display the results for individual hospitals based on
heart attacks that occurred between 1996 and 1998.

The Technical Guide (Volume 2) is intended for health services researchers,
health care providers, and others interested in the statistical methods used to
calculate risk-adjusted death rates.

The Detailed Statistical Results (Volume 3) contains the numerical results
for individual hospitals upon which the classifications in the User’s Guide are
based. In addition, there are tables that aggregate the results to the county
level. It also contains a graphical representation of both individual hospital
and county-wide results, which can be used to examine annual trends.

The Hospital Comment Letters (Volume 4) is intended to give readers of
the Report on Heart Attack an appreciation of its strengths and weaknesses
from the hospitals’ perspectives.

To obtain these volumes of the report contact:

Office of Statewide Health Planning and Development
Healthcare Information Resource Center

818 K Street, Room 500

Sacramento, CA 95814

(916) 322-2814

The report volumes are also available on the internet at
http:\\www.oshpd.state.ca.us

Hospitals were provided with a Hospital Guide to Using the Report Data
several weeks before the Report on Heart Attack Outcomes was published.
This document accompanied each hospital’s patient-specific data. Hospitals
used this document to access and use their patient-specific data and to
prepare their comment letters, provided in Volume 4. More importantly,
hospitals and their physicians can use this information to target areas where
heart attack care might be improved.

Page 2

California Office of Statewide Health Planning and Development



Section

1 Summary of Hospital Letters

The major issues raised by hospitals in these letters are summarized in this section, with
the most frequently cited concerns listed first. In general, the concerns cited by
hospitals in response to this report are the same concerns raised in response to the
report covering 1991-1993 (published in 1997), and the report covering 1994-1996
(posted on OSHPD'’s web site in September 2001.) Both of these previous reports may
be viewed on OSHPD’s web site at htto:\www.oshpd.state.ca.us. Many responses to
hospital comments remain unchanged since the previous reports. The responses herein
both acknowledge the limitations of the present report and reiterate its strengths, where
appropriate. They also report on progress that the Office of Statewide Health Planning
and Development (OSHPD) has made in addressing several of these concerns.

This report is one of many steps in a long and important process. OSHPD looks forward
to continue working closely with hospitals to improve the quality of the data and the
scope of the medical conditions included in the studies.

Patients WWho Requested "Do Not Resuscitate” Orders Should Not be Included

Hospital Comments: Many of the comments noted that patients with “Do
Not Resuscitate” (DNR) orders are inherently at higher risk of dying than
other patients and therefore should not be included in the study. Patients
with severe medical problems frequently ask their doctors not to resuscitate
them if their heart or lungs stop working. This decision is recorded in the
medical record as a "do not resuscitate" (DNR) order. Patients with DNR
orders have a high risk of death, both because of their underlying medical
problems and because they are not candidates for life-prolonging
interventions. If a hospital has a disproportionate number of DNR patients,
this would make their death rate appear artificially high.

Response: In response to hospitals’ comments on the prior versions of this
report, OSHPD recognized the importance of being able to adjust for DNR
status as well as other unmeasured risk factors. A change in California's
Health and Safety Code in 1994 authorized OSHPD to collect DNR
information on discharges occurring on or after January 1, 1999. Beginning
with the period covering 1999-2001, heart attack outcomes reports will
examine a patient’'s DNR status at admission as a possible risk factor
associated with mortality.

In the meantime, it is not appropriate for hospitals to recalculate their death
rates after excluding DNR patients because: (1) DNR patients are not pre-
destined to die, but simply choose not to receive certain therapies; and (2)
DNR orders may be written or discontinued at any time, even after patients
experience complications, so they may reflect previous errors in the process
of care. The AMI Validation Study showed that only 40 percent of DNR
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orders among AMI patients were written on or before the date of admission.
Among the patients whose DNR orders were written at least one day after
admission, 11 percent received thrombolytics and 15 percent underwent
either angioplasty or coronary bypass graft surgery during the AMI
hospitalization.

Additional Risk Factors Should Have Been Included in the Models

Hospital Comments: Some hospitals noted that the risk-adjustment models
did not include important predictors of mortality. Missing risk factors might
have explained some of the observed variation in mortality across hospitals.
Unmeasured risk factors mentioned in the hospitals’ comments include
Anoxic Brain Syndrome, Brain Stem Stroke, Hypertension with Congestive
Heart Failure, and Subendocardial Myocardial Infarction.

Response: Before producing the next heart attack report (covering 1999-
2001), OSHPD will assess the need to redevelop the risk—adjustment models
that were used in the present report. Models A and B were originally
developed and validated, under the guidance of a clinical advisory panel,
using patient discharge data reported between August 1990 and May 1992.
The models used to produce the present report may be deemed in need of
updating to reflect advances in medical care, as well as demographic
patterns that have changed over the past decade. Thus, future heart attack
reports may add new risk factors or omit selected risk factors in the present
report.

Apart from the risk factors mentioned by hospitals in the present report (see
above), the AMI Validation Study published in 1996 identified four clinical risk
factors that are not available from discharge abstracts but that would
significantly improve the risk-adjustment models used in this report. They are
heart rate, systolic blood pressure at presentation, cardiac arrest within 24
hours before presentation, and clinical evidence of shock at presentation.
These results have been presented to the California Health Information
Committee and may lead to future regulatory changes to the Patient
Discharge Data Set.

Of course, unmeasured risk factors bias the results in this report only if they
are distributed unevenly across hospitals. In fact, the AMI Validation Study
found no evidence that patients at high-mortality hospitals are significantly
higher risk, based on physiologic factors, than patients at low mortality
hospitals. Unmeasured risk factors explain less than 10 per cent of the
difference in risk-adjusted death rates between these sets of hospitals.

The Study is Based on Old Data (1996-1998) that Do Not Reflect Current Practices

Hospital Comments: A number of hospitals observed that significant
advances in medical care have taken place since the 1994-1996 period, most
notably in the development of new thrombolytic drugs. In addition, some

Page 4
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hospitals described recent improvements in how they treat AMI patients.

Response: Recent data are clearly more useful than older data in
comparing hospital outcomes. However, there are two limiting factors. First,
it presently takes 12 to 18 months for hospitals to submit, and for OSHPD to
edit and compile, patient discharge abstracts. Another year is needed to
develop risk-adjustment models and calculate outcome rates, followed by six
months to solicit comments from hospitals and to prepare, print, and
disseminate the official report. Therefore, data after December 31, 1998
could not be used in this year's report. However, OSHPD has adopted
procedures to accelerate the process, which should result in more timely
publication of future reports. Second, most hospitals have too few cases in
one year to provide meaningful results. When a hospital has very few cases
in a given period, one has little confidence in its outcome statistics because
chance variation is so important. By combining several years of data,
hospital outcome statistics become more reliable and more useful.

Hospitals Should Not be Charged with Deaths that Occur After Discharge

Hospital Comments: Some hospitals expressed concern that when a
patient died after being transferred from one hospital to another, the case
was counted only once and the death was attributed to the first hospital. This
approach was considered unfair to hospitals that do not perform specialized
procedures. Several hospitals were concerned that all deaths occurring
within 30 days of admission were counted, regardless of the immediate
cause or location. Some of these deaths may not have been related to the
patients' AMI, or to the quality of care during the AMI hospitalization.
Extraneous factors, such as adherence to therapy and outpatient follow-up,
may confound comparisons of total 30-day mortality.

Response: Rather than being a source of bias, the linkage of serial
hospitalizations and the attribution of outcomes to primary facilities is a
strength of this study. If this had not been done, the analysis would have
been severely biased against hospitals that have open-heart surgery
facilities. Referral centers would have shown high risk-adjusted mortality
rates because all of their patient deaths would have been attributed to their
facilities. Conversely, small hospitals would have shown very low risk-
adjusted mortality rates because many of their patients who died would have
died elsewhere. Linking serial hospitalizations created a "level playing field"
so that small hospitals and referral centers could be directly compared. In
addition, the hospital that initially receives an AMI patient decides when,
where, and how to transfer that patient. These community hospitals should
share the responsibility for the ultimate outcomes of their patients.

Deaths among AMI patients for unrelated reasons cannot be excluded, for
three reasons: (1) without detailed information about the date, severity, and
treatment of each diagnosis, we cannot identify which diagnosis led to death;
(2) the true cause of death can often be established only by autopsy, yet
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relatively few AMI fatalities are autopsied; and (3) the AMI is probably a
contributing cause, even if it is not the underlying cause, of a substantial
majority of these deaths. Previous studies have shown substantial error in
the attribution of "cause of death" on death certificates, especially among
patients with multiple contributing factors.

Differences in Coding Practices May Affect the Validity of the Results

Hospital Comments: Some hospitals noted that coding practices are quite
variable across hospitals. Part of this variation relates to differences in the
availability of important information in the medical record. The International
Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM),
was never intended to be used for comparing hospital outcomes, so coding
guidelines are often vague and allow physicians considerable discretion in
diagnosing complications. In the absence of standard definitions, different
coders may interpret ICD-9-CM in different ways.

Response: These concerns are well founded. Coding guidelines are vague
in some areas, and therefore subject to interpretation. This problem was
addressed by appointing a coding expert to the advisory panel and by
carefully reviewing professional coding publications. In addition, OSHPD
staff have worked very closely with hospitals, both directly and through the
California Health Information Association, to improve the uniformity and
validity of hospital discharge data. The AMI Validation Study showed that
variations in reporting risk factors explain at most one-quarter of the
difference in risk-adjusted death rates between high-mortality and low-
mortality hospitals.

Clinical Risk Factors (Comorbidities) were Underreported

Hospital Comments: Several hospitals linked data from this project with
their own medical record systems, so that they could review individual
medical records. Several facilities acknowledged that they had failed to code
some clinical risk factors, because these diagnoses either did not affect
reimbursement or seemed unimportant.

Response: Many hospitals have improved their coding practices since the
first report of the California Hospital Outcomes Project was published in
1993. By law, hospitals must report to OSHPD all diagnoses that "affect the
treatment received and/or the length of stay."' Specifically, reportable
diagnoses include "conditions that affect patient care in terms of requiring:
clinical evaluation... therapeutic treatment... diagnostic procedures...
extended length of hospital stay... increased nursing care and/or monitoring."?

', The California Hospital Discharge Data Reporting Manual, January 1985. Title 22, California
Code of Regulations, Division 7, Chapter 10, §97212(e)(11)
Coding Clinic, Second Quarter 1990, 12-13; ICD-9-CM Coding Handbook, 1991 Revised

Edition, 24,
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According to these guidelines, conditions that require inpatient evaluation or
treatment (e.g., laboratory tests, medications) should always be reported.
Hypertension, shock, diabetes, and congestive heart failure are clear
examples of such conditions. Hospital coders should consult with their
medical staffs to confirm that the risk factors in these models indeed affect
the care of their patients.

Hospitals without Catheterization Laboratories are Unfairly Penalized for Admitting only

the Sickest Patients

Hospital comments: Some hospitals without catheterization laboratories
argue that they refer all AMI patients who are candidates for urgent
catheterization directly from their emergency rooms (without admitting them
first). As a result, the AMI patients that remain tend to be too ill to transfer.
This report is based entirely on inpatient data, and may therefore be biased.

Response: Since OSHPD did not collect emergency room data during 1996-
1998, there is no evidence to support or refute this argument. Ideally, the
risk-adjustment models used in this report would fully account for the clinical
differences between patients who are stable for transfer and those who are
not. Continued attention will be directed to improving the risk-adjustment
models, and using emergency room data that will be available beginning in
2003.

Process-of-Care Data Should be Used in Addition to Mortality Data

Hospital Comments: Some of the hospitals submitting letters in response to
this report noted that they have initiated quality improvement efforts
specifically focused on the care of AMI patients since the 1994-1996 time
period covered by the prior 2001 report. These include the establishment of
multidisciplinary performance improvement teams to examine the process of
care for AMI, and the implimentation of clinical guidelines for AMI. At least
three hospitals participated in the National Registry of Myocardial Infarction
(NRMI) (sponsored by Genentech), which provides quarterly data on
outcomes as well as on process of care indicators that have been shown to
improve outcomes, such as time to administration of thrombolytic drugs or
angioplasty, and use of aspirin, beta-blockers and ACE inhibitors, or the
Health Care Financing Administration’s (HCFA’s) Cooperative Cardiovascular
Project. These process data were widely felt to be important indicators of
quality of care.

Response: OSHPD is pleased that the publication of earlier versions of this
report helped stimulate hospitals to focus on the quality of care provided to
AMI patients in California. Clinically based registry programs and other
sources of comparative data are important tools for hospital quality
improvement efforts. Neither risk-adjusted outcome studies nor process-of-
care studies tell a complete story. Risk-adjusted outcome studies, such as
the California Hospital Outcomes Project, help to identify health care
providers with best practices as well as providers that deserve special
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attention. They provide a "bottom line" view of the effectiveness of health
care, similar to the financial statement of a business or the transcript of a
college graduate. They can be difficult for hospitals and physicians to
interpret, however, because they do not tell hospitals why their outcomes
may be better or worse than expected. Therefore, hospitals should undertake
process-of-care studies, alone or in collaboration with other institutions, to
determine the reasons for better or worse outcomes. Nevertheless, process-
of-care studies should not be used in isolation, because good processes do
not always lead to good outcomes. Many of the factors that influence AMI
outcomes are still poorly understood.

The AMI Validation Study found that low-mortality hospitals (identified in a
previous edition of this report) started aspirin with 6 hours of presentation
more often than intermediate and high-mortality hospitals (35 percent versus
25 percent and 26 percent, respectively). Low-mortality hospitals used
heparin more often than other hospitals, among eligible patients (79 percent
versus 60 percent and 70 percent, respectively). Finally, low-mortality
hospitals performed or referred patients for early revascularization more often
than other hospitals (9 percent versus 4 percent). Other studies have also
confirmed the link between outcomes and processes of care for AMI patients.
OSHPD strongly encourages hospitals to collect and disseminate process-of-
care information, but its statutory mandate is to study risk-adjusted outcomes,
which are easier for consumers, purchasers, and payers to understand.

Page 8
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Section

2 Hospital Letters

The Law that created the California Hospital Outcomes project specified that hospitals
and their medical staff be given 60 days to review a draft of this report, along with the
patient data on which it is based. Hospitals and their chiefs of staff were encouraged,
but not required, to submit written comments. These comments have been published as
part of this report, so that readers can better appreciate this report's strengths and
limitations. Enclosed are all letters received in response to this report.

California Office of Statewide Health Planning and Development Page 9
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MEDICAL CENTER

Date: May 14, 2001

To: Andra Zach, RHILA, M.P.A.
Acting Deputy Director, Health Policy and Planmng Divigion
Office of Statewide Health Planning and Development
818 K Street, Room 200
Sacramento, Ca. 95814

From: Jordan Horowitz, MD
Chief of Staff 3’*’“&
Califomia Pacific Medical Cent

Richard Francoz, MD

Chief of Cardiology

California Pacific Medical Center
PO, Box 7959

San Francisco, California 94120

Subject: OSHPD Report on Acute Myocardial Infarction

We, at California Pacific Medical Center, appreciate the opportunity to respond to the
1996 — 1998 OSHPD outcome report on 30-day mortality for acute myocardial infarction
{AMI). The preliminary report rates California Pacific Medical Center — Pacific Campus
significantly better than expected in both Model A and Model B. Our care of the acute
myocardial infarction patient is based on best practice guidelines and aggressive
management of AMI patients with therapies such as: thrombolytics, glycoprotein [TbITla
inhibitors and percutaneous coronary intervention (PCT).

The OSHPD data that is reported as California Pacific Medical Center — Pacific Campus
includes AMI patients discharged from the Davies Campus {formerly Davies Medical
Center, San Francisco).

California Campazs Davies Campus Mailing Address Pacific Campus
370} California Streat Castro & Duboce PO, Box 7999 Clay at Buchanan Sirest
{415) JB7-2700 {415 5655000 San Francisco, California 94120 (415) 563-432]
Page 11
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MEDICAL CENTERS

May 24, 2001

To:  Andra Zach, RH.LA., M.P.A,, Acting Deputy Director
Health Policy and Planning Division
Office of Statewide Health Planning and Development
8181 K Street, Room 200
Sacramento, CA 95814

Thank you for the opportunity te respond to the data reported in your AMI Project,

While we appreciate OSHPD's efforts to provide an outcome-based data collection, we
have significant concerns regarding how some of the information is aggregated. Some of
these concemns are with the actual OSHPD study design, and some with our internal
practice that likely influenced the information submitted to OSHPD for this report.

After reviewing the disc containing the Community Medical Centers-Clovis (CMC-
Clovis) data, we identified the following:

In the risk-adjustment models utilized for the study, there is no cossideration for patients
who have requested a do not resuscitate (DNR) status on or before admission or cardiac
arrest within the previous 24 hours, Close to 45% (7 out of 16 for 1998) of the sample of
patient records that we reviewed from this study were found to sither include advanced
directives with DNR requests or cardiac arrest within that time frame. If these variables
were included within the selected risk adjustment models, this would very likely have
significantly influenced our calcuiated mortality prediction.

The second issue we discovered is with our own documentation and ¢oding practices. In
our review of the patient records, we validated the fact that there were a number of
clinical co-morbid factors that were found present in the charts, though not within the
OSHPD report. Recognizing this shortcoming has driven some initial planning for
education regarding appropriate documentation by the medical staff, as well as education
telated to our internal coding practices to enhance awareness of relevant clinical data that
supports quality cutcomtes.

Despite our concerns with how CMC-Clovis is represented in the report and regardless of
the fact that our own internal performance indicators (e.g. ORYX) have shown us to be
performing well, we will continue to make performance improvement of the AMI
patients in our facility a high priority.

Several changes have happened since the time that this data collection was initiated. In
September 1997 we opened a Cardiac Cath Lab. This will allow us to pravide

COMMUARTY MEINCAL CENTERS + PO Box 1237, Freang, Calforms 83715-1232

COWMLTY NEICAL CENVEN - LG + COMMUNITY MEDYCAL CENTER - PRS0 + LWivERATY MCINGM CHMTER ~ GIMMUNTY WEGICAL CENTER - OMRMST
Page 12 (s HEATH CENTER - S ~ COMMUNTY LA CENTER: - FREANY « COBMMMTY AL IS LRS! GEIEA + CZMMANTY LANG CEMTER - GAMHLRIT » CALIFORING CHMCER TEA
AT DENTAL CENTEN - WENDCTA = COMMENTTY HENCTH CENTER - ARERALSIH = DGR MEDICN MR = COMMNGMETY MEDICAL FOURDINON
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angioplasty to patients on an emergent basis and alleviate the need to transport patients to
another facility. In September 1998 a dedicated Telemetry unit was opened to provide
more specialized care of the cardiac patients, As mentioned eartier we have recently
looked at our coding process internally and we expect to see some changes in how our
facility specific data is represented.

Lastly, we established a performance improvement team to examine the processes around
the care of the AMI patient. This multi-disciplinary team, known as the “Road to
Reperfusion” team, is concentrating on the amount of time it takes io care for the AMI
patient from the field, through the Emergency Department, and into the Cath Lab.

We look forward to oppottunities to participate in improving the OSHPD AMI outcomes
project as well as continuing with other benchmark efforts such as the American College
of Cardiology and Society of Thoracic Surgeons.

Respecthully, . .
Eric L. Faller, RN, Director of Clinical and Support Services
Community Medical Centers - Clovis '

cc:  Michael McGinpis, COQ, CMC-Clovis
Lori Ruffner, RN, DNE, Director of Clinical and Support Services, CMC-Clovis

Page 13
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Truman L. Gates

Chief Executive Ofﬁce:r
Terwt HealihSysiem

Danmet Gagional Medcol Cénter
1154 K. [ncian <-anyan Br.
P Spdngs, CA 92242

Apul 23, 2001

Andra Zach, RH.LA., MP.A.

Acting Deputy Director

Office of Statewide Health Planning
and Development

Health Policy and Planning Davision

818 K Strest, Room 200

Sacramento, CA 95814

Dear Ms. Zach:

This is to inform yon that Desert Regional Medical Center takes no exception to the data provided
on the care of acute myocardial infarction. However, we are disappointed in the age of the data ag
having no value or ability to allow hospitals to react, and gives us nothing but history. In fact, it is
difficult with our statistical and clinical gystems to trace data back more than three years.

Hopefully, you and the department can create a more timely report 5o as to be of real assistance to
California hospitals.

Sincerely,

Traman L. Gates
Chief Executive Officer

ds
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ADMINIETRATN
Q8% Plumas Steet
Yuba City, CA 35591
530/751-4010

Ripeout MesonL Hoseroal
726 Fourth Street
CA 95501
530/7149-4300

FaEmoNT MEDICAL CENTER
470 Flumas Street
Yuba City, G4 55591
530,75 14000

THE FOUNTARNS
1260 Willlaros Way
Tuba City, C4 95991

530/751-48488

FREMONT-RIDBAIT FOLNDATION
09 Mumas Sirest
Yuba Cliy, CA 95991
53075 14280

FREMONT-REDECUT HOMECARE
319G Street
Marysville, CA 95501
530/749-4386

VALLEY Hogeuce
319 & Street
Mazygville, GA 95901
530/749-4368

May 24, 2001

Andm Zach, RHIA., MP.A,

Acting Depaty Director, Health Policy and Planning Division
Office of Statewide Health Planning and Development

§18 K Strect, Suite 200

Sacramento, Ca 95814

Dear Ma. Zach,

Thank you for the opportunity to review and conmment on the draft of the OSHPD Acute M dats
for 1996-98. The draft has been reviewed by members of our medical sinff, risk management,
nursing and administrative staff. I have summarized our comroenis for publication with the dam
furRidaumMmialephﬂf?uthuumy}mdFthndinﬂth{SmEnmﬂy]

RnduuMMcmomlepmlandmeumMadmﬂCmmmhmmﬁcﬂmmtht
WmhMmﬁuﬂMyMMmoﬂyamﬂmufm
patients tréated at Fremont Moedical center on an anipal basia. Care of the AMI patient has been
mm—moingpufmeinqmvmmfwwhmhhmudm We have
panticipated in the National Registry foe Myocardial Infarction for over 10 years. This owlti-
center observationsl study provides us with current boapital dats in compearison with similsr
hospitals {size and service capabilitien) as well an statewide and national data on afl sspects of
care of the AMT patient. This enalysis of both the processes and the catcomes of care, along
with the opportunity to continuously benchmark our performance against that of other facilitics
hns been extremely valuable, We have a mult-disciplinary team (physiclana, nurses, a
pharmacist and ER staff) who meet regularly to review the data, develop, and implement
srategies for improvement. 'We are prowd of the outcomes we have achieved.

‘We appreciate the magnitude and éhe scope of compiling, analyzing and publishing this dats.
However, we are concerned that consumera ankd other users of this report will view this date as
the current sate of quality in Califomia hospitals, when in fact, the data is 3-5 years old.
Hospitals strive to improve the quality of the care they provide continucusly, Data that is 3-5
years 0ld does not reflect the positive effocts of thess efforiy.

We agree with moat aspects of the rak adjustent ethodology utilized. We recognize that
death within 30 days of admisgion is an important data point; however, we have significant
concerns that a death from any cange is Hinked w the initial kospitalization. Both Rideout
Memorial Heapital and Fremont Medical Conter tcansfey all AMI paticots whvo require cardinc
mmm{mhamh:udurmtﬁclﬂnmnmummmmﬂyﬂlﬂlhhhﬂm

alf carry a degres nf

i : e itmetf Wabﬂhwsﬂmtatm'hum;ullduﬂumﬂuq
3ﬂdt}mnfldmumn(regudlulnfmu=}huml&vmeﬁu¢tmﬂﬂmhtfmhuf
hoepitals, like ours, that do not provide these sexvices. In vur facilities, all mormlitics are
reviewed on & cass by case basis and trended over time, The madical Swif reviews this dats oo
an po-going basiy and has not found any adverse trends related to AMI mortality.

QB9 Plumsas Street
Yuba City, C495951
530/751-4010 Page 15
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Rideout Memorial Hospital and Fremont Medical Center Comments page 2

Again, thank you, for the opportunity to submit these comments for publication with 1 final draft
of the 1996-98 “Report on Heart Attack Outcomes in Californin Hoapitals™.

Page 16
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GRANADA HILLS~<\
COMMUNITY HOSPITAL

May 30, 2001

Andra Zach, AHIA, MPA
Acting Deputy Diractor
Offlce of Statewide Health Planning and Davelnpmunt
Health Policy & Planning Division
818 K Street, Room 200
. Sacramantu, CA 85814

Daar Acting Deputy Director Zach: -

We are pleased to have an opportunity to praview the results of the California Hospital
Outcemes Project 1998-1998 Report on Heart Attack. Wa have raviewed the data and
offer the following observations.

With the focus on Advance Directives a mandated requirement, patients and their families

- are making informed decisions related to resuscitation status prior to arrival to a healthcare
facility. Our data reflects 82% of the reportad acute myocardial death patients had *De
Not Resuscitate” directives. .

Equally of note, is public education in activation of the Emergancy Medical System.
Granada Hills Community Hospitai provides its community with ongoing education in
accessing paramedic support during emergencias. In raviewing the data submitted, 52%
of the AMI deaths had pre-hospital CPR. :

It doas seem notable that community education regarding advance diractives, activation of
EMS, and requirements far hospitals to agcertain and respect patients’ wishes concerning
rasuscitation have impactad thesa statistics relatad to Acute Myocardial Infarction.

Therafore, it ia our beiief that these typaes of cases should be sliminated from the databasa
not only for this hospital, but statewide. Removing 19 casas from Granada Hills
Community Hospital’s database would bring the mortality rate down to 12.8%.

Thank you for providing us with the oppeortunity to respond to the Qutcomas Report.

Sincaraly,
M /

Thamas M. Waua::a
Prasident, Chisf Exacutive Qfficer

Page 17
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il Huntington Hospital

An affiliaie of Soutfeern California Healtheare Spstems

Hurxingron Memarial Hospinal Srephen A Ralph
LG W Caldoenin Boulevrd . Prazidont
PO, Box 7UI3 . Chaaf Excecative Gfficer

Posadieaa. Colilaenia Y1109-70113
(626) 397-559% FAX (Ao 397.2995

June 1, 2001

Andra Zach, RHIA, M.P.A.

Acting Deputy Director

Health Policy and Planning Division

Office of the Statewide Health Planning and Development
818 K Street, Room 200

Sacramento, CA 95814

Dear Ms. Zabh:

Huntingion Memorial Hospital is committed to deliver high quality heaithcare throughout
the San Gabriel Valley. Our patients have very high expectations and we strive to exceed
them.

Our results on OSHPEY's Report on Heart Attack Outcomes in California felf within the
middle range. Some of the data, however, may be affected by our commitment to honor
our patients’ wishes. At Huntington, patients are actively involved and have the final say
in their treatment decisions. This is evidenced by the recent Patients Evaluation of
Performance-California (PEP-C) survey in which Huntington scored significantly higher
than many Califomia hospitals on Respect for Patient Preferences.

Huntington Cardiovascular physicians and surgeons are trained in state of the art
treatment. Any death or complications resulting from heart attacks are carefully :
reviewed in depth by the médical team. Patients can be assured that each case is studied
or reviewed individually and that Huntington physicians strive for the highest quality
outcomes while improving quality of care.

Huntington appreciates the contributions made by the OSPHD study. The Report on
Heart Attack Quicomes in California gives us an opportunity to resvaluate and improve
our cardiology protocols, in turn, helping us to better serve our patienits.

Sincerety,

S A, Rﬂp{%

Pregident and CEQ
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KAISER PERMANENTE

San Francisco Medical Center
May L4, 2001
Andra Zach, RHIA MP.A.
Acting Deputy Director
Health Policy and Planning Division

Ofiice of Statewide Health Planning and Development
318 K Street Room 200
Sacramento, CA 95814

DearMsZach

Th:mkynuforthsoppnrrumt:-rmmvwwﬁwﬂﬂiﬂorﬂaﬂmwlﬂumumkepatmmmmard;dIMn
1996-1998 data for the Kaiser Permaoente Medical Center in San Francisco. We have also reviewed data from the

‘Notional Registry for Myccardial Infarction (NRMI) Reports from Kaiser San Francisco Medical Center for 1997-

1999. We believe that the significantiy lower than expected mortality rate from acute myocerdial infarction (AME)
at cur medical conter is the result of integration of health care for AMI patients throughout the Kaiser Foundation
Health Plan, Inc. programs. The following are beys to aur success:

“Clinical Guidelines for Acute Myocardial Infarction™ have been implemented in the Emergency Departroent
and Coronary Care Unit with staff education and preprimed crdera for AMI care including thrombolytic
drugg, aspirin, nitratez, beta blockers, angiotengin converting enzyme inhibitoes, chnlestﬂolmmwmt.and
cardiac rebabilieation.

A designated cardiologist is available 24 hours a dey, 365 deys a year ta provide for cansultation, emergency
cardiac catheterization, and percutansous coroaary inberveution it patients are ot suitable for treatment with
IV thrombolytic drogs. AMT patients are seen by 3 consulting cardiclagist within 24 houts of adimission
“Clinical Guidelines for Chest Pein in the Emergency Room™ and “Clinical Guidelines for Acuts Coronary
Syndromes” have been impiemented with staff education and preprinted orders for aspirin, beta blockers,
nitrates, glycoprotein ITB-IIA inhibitors, angiotensin convarting enzyme inhibitors, cholesterol management,
and smoking cessation.

0% 100% of AMI patients eligible sither for thrombolytic therapy or for percutanecus coronary intetvantion
(PCH/PTCAMstent) receive appropriate therapy on atrival (74% in all US hospitals)

01-99% of eligibls AMI patients received aspirin within 24 houts of sdmission (84% in US hospitals)
80%-100% of eligible AMI paticats received beta-blocker therspy within 24 hra of adwission (57% (o US)
Compared to hospitals with Cardiac Catheterization Labaratories and Cardiovascular Surgery departments,
AMTI patients at Kaiser San Francisco bad fower invesive procedures: 28% undergoing coronary angiography
(41% at similar centers), 1% PTCA (4% ai similar cetrters), and 109 stentPTCA (19% similar cenders),
More AMI patients at Kaiser San Francisco had coronary artery bypuss sirgery: 13% (12% at simijsar centers},
The NEMI data showed lower AMI mortalicy rates at Kaiser San Franrisca for all types of baart atacks
including all ST slevation infarctions, the subset of low-risk ST elevation infarctions, and the subset of high-
tisk 3T alavation infarctions.

AMI patieats are referred from 10 other Nocthern California Kaiser Permanente Medical Ceaters to aur
Cardiac Catheterization Laboratory and Cardiovasenlar Surget’y program, 6 of these Madical Centecs have
betier than expected cutcomes for AMI in the California Hospital Qutcomes Report. On-site Cardiac
Catbeterization and Cardiovascular Surgery may not be necessary for excellence in the care of AMI patients
whan prompt tertiacy care referral for catheterization and bypass surgery is availabla 24 hours a day.

. m]y‘ . . \ . .
Bruce Blumberg, MDD ; Julie A_ Peirini,. RN, MPA
Physiciar in Chief 8r. Vice President/ Aren Manager
The Permanente Medical Group, Inc Golden Gate Service Area
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- Kaweah Delta
Health Care District
May 23, 2001 |

Andra Zach, R.H.LA., M.P.A. Acting Deputy Director
Health Policy and Planning Division

Office of Statewide Health Planning and Development
818 K Street, Room 200

Sacramento, CA 95814

Dear Ms. Zach;

KDDH has observed a generally declining myocardial infarction mortality rate from 1994 through 1998.
The last annual 30 day MI mortality rate reported for KDDH for 1998 is 10.7%, For the years 1996

through 1998 it is 13.1%. This compares favorably to the statewide death rate of approximately 12,1% -
for the same time period. These statistics are summarized in the table below.

State Death KDDH Death | KDDH Death Rate, | KDDH {O-E)
Rate, Observed | Rate, Observed | Model A, Expected

1994 13.0 18.7 13.7 5.0

1995 12.8 15.3 11.0 4.3

1966 12.4 13.2 11.5 1.7

1997 12.0 15.2 11.2 4.0

1998 12.1 10.7 1.1 -1.1

1996-1998 | 12.1 13.1 11.2 1.9

Similarly, the KDDH observed vs risk adjusted (expected) mortality rates shows improvement for the
most recent time interval, This would be even more apparent if the 1997 cohort were excluded. We
believe that the reported mortality rate for that year, 15.2%, is erroneous. Qur internal statistics for 1997
identify only 185 patients meeting the appropriate inclusion criteria for myocardial infarction and 22
deaths yielding a mortality rate of 11,9%. OSHPUD statistics identify 197 patients and 30 deaths
yielding a mortality rate of 15.2%. In addition, a review of the OSPHUD generated patient record
details yields a count of only 25 deaths. This matter is being reviewed,

Improved myocardial infarction mortality at KDDH has resulted from performance improvement
activities associated with the diagnosis and management of these patients. These include steps to-
improve the processing of ED patients with chest pain, an annual review of EKG's with the ED, and
tontinuous monitoring of drug therapy for patients with MI to assure that compliance with treatment
guidelines occurs. In addition, since 1999 all patients with ST elevation infarctions are now considered
candidates for primary angioplasty as an alternative to thrombolysis,

Chief of Staff’
Kaweah Delta Health Care District

A0 Wiasi Minaral = Vieada, CA §A2H1-0283 » 560 A24-2000 + FAX 559 635-4021
Page 20 King


lhand
Page 20


= ORIPOC

Iﬂ I-II.I.I..‘I'HI.!I H_II‘I’III'.'I'_ \ .
Lompoc Districy Hospital Serving the Lompoc Valley since 1943

June 5, 2001

Andra Zach, R.H.LA., M.P.A.

Acting Deputy Diractor

Heslth Policy and Planning Division

Office of Statewide Health Planning and Development
818 K Strest, Room 200

Sacramento, CA 95814

RE: Califomnla Hospital AMI Outcomes Report
Dear Ms. Zach:

We have received and reviewsed the draft report of Outooenie Studies for Care of Acute
Myocardial Infarction {AMI) in California Hospitals for 1888 through 1998.

We belleve the data is discriminatory to small, rurat hospitals, as it does not includs
patients who were stabilized In our emergancy department and then transfarrad to 2
tertiary care center for interventions (angioplasty, stent, or coronary artery bypass
surgery) that are not available at Lompoc Healthcare District (LHD). A significant
number of patients arrive at LHD and are admitted under observation stalus prior to
transpart to a tertiary care center. This patient population is not included in your
statistical analysis, thereby excluding approximately thirty to fifty percent of gur AMI
patients. '

Your study included patients with “Do Not Resuscitate” (DNR) orders. These DNR
decisions were precipitated by co-morbid conditions such as cancer, COPD, etc,
When our AMI patlents have additional disease states that contraindicate aggressive
treatment, they are admitted as inpatients to our facility. This automatically skews our
mortality rate bacause many of our AMI patients have progressed fo a state where
aggressive treatment is ne longer an option as they ara and-stage.

We regret that you continue to publish data that has such limitations, Publishing this
data gives the public misinformaticn and undermines the state mandate of reporting
accurate patient outcomes.

Sinceraly,

m Raggio (f ry i sl M.D.
Administ O Chief of Cardlology Chief of Medical Staft

cC: Lompoc Healthcare District Medicine Subcommiittee

308 EAST HICKORY AVENUE » P.0O. BOX 1058 « LOMPQC, CA 93431 = (805) 737-3300 Page 21
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Catholic Healthcare West Mercy Healthoare
s cuw ek o

Rancho Cordova, CA 95670
Telephone (916) $51-2000

April 11, 2001

Andra Zach, RHIA, MPA

Acting Deputy Director

Office of Statewide Health Planning and Development
Health Pollcy and Planning Division

818 K Street, Room 200

Sacramento, CA 95814

Dear Ms. Zach:

| am in recaipt of the Repaort on Heart Attack Outcomes in California 1998-1998.
The report and the results for Mercy San Juan Medical Center have been
reviewed. At this time | have no concemns relative to the data or study design.

Thank you for your time and attention.

Sincerely,

i "3 dl
Hospital Prasident
Mercy San Juan Medical Center
8501 Coyle Avenue
Carmichael, CA 895608

Beccy Amenican River’
Merey San Juan Hospitsl

Mery Geoorsd Hosphial

ey Hoapital
o Ferlsom

Methedis Hosplial
T Bicxalvaunine .

Ehrre Newads
Ilewnwcrial Hosphisk
Woodlend Healrheans:

A Member of Catholic Healtkcare Weat
Page 22
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MISSION COMMUNITY HOSPITAL

Health Policy and Planning Division

Office of Statewide Planning and Development
818 K Street, Room 200

Sacramento, CA 95814

May 14, 2001

Dear Sirs,

Mission Community Hospital is in receipt of the California Hospital
Outcomes report released to us in April, 2001. We have reviewed the
hospital specific measures of outcome for our facility. We are pleased with
the outcomes reported for our patient population of heart attacks/mortality
rates,

We concur with the sarnple interpretation guidelines that our risk adjusted
data fell within the statewide ranges without significant variance from the
expected outcome rate of mortality from AMI. We are very conscientious
about reviewing 100% of medical deaths through our medical staff peer
review process. In the vast majority of cases, patient care intervention was
consistent and appropriate for this category of patients.

We thank you for the opportunity to respond to the study results and future
publications of this data.

Sincerely

Bonnie Siler, Chief Operating Officer
Mission Community Hospital

14850 Roscoe Blvd., '
Panorama City, CA 91402

14850 Roscos Boulevard « Panarama City, CA 91402
418/ 2822222
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A\ MT. DIABLO MEDICAL CENTER

Jobn Muir /Mt Diablo Health System : ' ;ﬁﬁﬂ?ﬁ“
Concord, CA 945244110
Tel: (925} 622-8200

May 25, 2001

Ms. Andra Zach, R.H.L.A., M.P.A.

Acting Deputy Director, Health Policy and Planning Divigion
Cffice of Statewide Health Planning and Development

818 K Strest, Room 200

Sacramento, CA 95814

Subject: Californla Hospital Qutcomes Repoits
1996-98 Mt. Diablo Medical C-_ntar AMI Results

Dear Ms. Zach:

Pursuant to your cormespondence of March 27, 2001, wa wish to provide comments
related to the preliminary draft prior its being finalized and released to the public.
We have diligentty dissected our data and discovered ermmors impacting your resuits.
It is our request that you carefully review this document and modify the results
attributed to Mt. Diablo Medical Center (MDMC) prior to publication .

In reviewing the 1996-08 detailed statistical results that you provided regarding
(MDMC) yearly risk adjusted death rates, we have several concems:

1. The 1997 data appears significantly different than that reported for 1996
and 1998 due to a much lower "expected death rate” due to under coded
risk factors reported for that year. Clearly, our expected mortality rate
would have been significantly highsr If under coded risk factors had been
Included

In 1997, our expected death rate was artificlally low due to our failure to code
certain criticat risk factors, Therefore, our patients appeared to be at a lowsr risk
lavel than they actually were. A review of the medical records of the patients
who expired in 1997 validated that such risk factors were indeed under coded.
We have Identlfied eight patients who explred (and who had been identified in
the study as having a low probability of death) where the documentation supports
additional risk factors including: shack, second M site, raspiratory fallure, acute
renal fallure, coma, CHF, cerebral hemorrhage, and hypothyroidism.

We also identlfied nine patients who explred with “Do Not Resuscitate” orders
which suggests that the patients either did not respond to treatment, or treatment
was withdrawn at patient/family request resulting in the death of these nine
patients

A not=for-prafit arganization
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Ms. Andra Zach, R.H.l.A., M.P.A,
March 25, 2001
Page - 2

2. The exclusion of acute care and skilled nursing facillty {SNF) transfers to
MDMCG significantly elevated our mortality statistics for 1997 (12.8% OSHPD
study observed death rate versus 8.9% total obsserved death rate).

As a tertiary center for percutaneous coronary interventions and cardiovascular
surgery, we receive a high volume of patients from five other acute care
hospitals. Many of these patients are transferred to us for life-gustaining
treatment when their initial facility can no longer meet their needs. Bscause this
study excluded acute care and SNF transfers from our database, our mortality
statistics are {faisely) elevated. Bslow is a comparison of the OSHPD mortality
rate as contrasted to MDMC's statistics that includes patients transfemed to
MDMC from acute care hospitals and SNF's for AM! treatment:

 OSHPD SWayAMI . | MOMC Total AW VIOMC & Acute
neamsmwmc:m Deatha/Toted AMI Cases Care and SNF
Observed Desih Rate | Total Observed Desthi Rate | 17ansfers
1997 20227 37/414
12.8% 8.9% 187

3. The Inclusion of four transfers from MOMC-to another acute care facility
adversely impacted our 1997 mortality rate. These four patients who expired
were treated as inpatients at our facility for the initial managemant of the
infarction. Once stabilized, the patients were transferred to another acuts care
facility whera they subsequently expired. Although the care for these patients
was assurmed by another acute care hospital, thess deaths were inappropriately
aftributed to our facility. MDMC performed appropriate iniervention and then
relinquished further care to angther acute care hospital. In these particular
cases, it does not seem appropnate o attribute these deaths to MDMC.

4. Howaever, since your atudy criteria excludes transfers from acute care and
skilled nursing facilities, we must note that ons SNF patient death was
erroneously attributed to our 19897 mortality rate statistic which artificially
Increased our mortality rate. In accordance with your study criteria, we
expact that you will exclude this patient which reduces our observed death
rate for 1997 from 12.8% to 12.3%.

Page 25
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Ms. Andra Zach, RH.LA. MPA.
March 25, 2001
Page -3

Surmmary

We are very proud of the care that we deliver at MDMC, OQur statistics have
historically demonstrated that we surpass local and national benchmarks for
providing excellent cardiac care. In 1998, MDMC was recognized by HCIA as one
of theTop100 Hospitals for Interventlonal Cardlology and Cardiac Surgery. Only five
hospitals in California were given this designation for cardiac surgery. MDMC was
the only hospital in California that was included in the Top 100 listing for both

categories.

We very much appreciate your interest In our comments regarding this study. We
recommend that any future studies give consideration to the methndalogy of cases
selected for risk adjustment, specifically:

»  Facility transfers between two acute care hospitals.
»  Facility transfers from emergency departments to acute care hospitals.
* "Do Not Resuscitate™ DNR cases.

We thank you for the opportunity to particlpate In this study. This experience has

prompted us to improve our intemal systems which will assure capture of all
appropriate risk factors on an ohgoing basis.

Thomas M. Harlan Richard 5. Kops, M.D.
President and Chief Administrative Officer Chief of Staff
TMH:sf
- ¢g: J, Kendall Anderson
Roy Kaptan, MD
FPat Kavanaugh, MD
Linda English
Patti Pelosi
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June 1, 2001

Andra Zach, RH1A, MPA, Acting Deputy Director
Cffice of Statewikde Haalth Planning and Davalopmant
Health Poiicy and Planning Division

8128 K Street, Room 200

Sacramento, Califomia 95814

Daar Ms. Zach:

NorthBay Healthcare Group Hospitals (MorthBay Medical Center and VacaValiey Hospital) have
revigwed our hospital specific data for AMI Mortality. We appreciate the oppartunity to resporx to
the Repart on Heart Attack Qutcomnes in Califarnia 1986-1998 published by your department, We
wesa corncerned with NorthBay Medical Center's rasults, which demanstrated an unacceptable
rating for one of thi two risk adjuated mortallty models. Consequently, we have conducted a
tharough review of tha medical records for the years of this repart for both NorthBay Medical
Center and VacaValley Hospital.

The results of this review demonatrated the following:

s Physician documentation which resulted in an undar reperting of co-morbidities thus
affecting the risk adjustment process.,

= Twenty-slx parcant of the patiants at NorthBay Medical Cantar and 14% of the
patiants at VacaValley Hospital suffered full cardicpulmonary arrest in the field prior
to admiasion, resulting in anoxic brain syndrome. Ancxic braln syndrome {coda
348.1} is nat considered a risk factor i aither risk adjustment model. Both risk
adjustment models utilize coma {780), which Is 8 less specfic code. We would
racommend that this be evaluatad in your risk adjustmant madeais for future studies,

Cur organization is dedicated to improving the quality of care provided to acute myocardial
infarction patiants, and we have bean an active participant In the National Registry of Myocardial
Infarctions {NRMI) since 1980. The Registry pravides us with both process and outcome based
measures. The NRMI data shows consistent improvement in aur hospitals' combined mortatity
rata with the Jatest report (July 1, 2006 to Dacember 31, 2000} demonstrating a 6% in-hospital
mortality rate compared to a 10% Caltfornia and 10% natlonal mortality rate. Our hospitais are
very proud of our “door to drug™ ime that ia consiatently better than both the California and
naticnal average timas,

As we have raquested in responses to pravious data, we continue to ask for maore timely
reporting. Practice patterns have changed since 1998 making |t difficult to compara the results to
current practice.

Wa lpak forward to participating in future outcome projects and other quallty measureament efforts.
Thank you for tha opportunity to comment on thase findings.

Sincerely,
"M MJ_-
h Sugiyama E. Ball, M.D.
Frasldant lef of Staft
MorthBay Healthcare Group orthBay Healthcare Group

Helping Peofde Be Healthy

12X B. Gake Wilson Boulevard page 27
Farfiald, CA S4533-3587
Tolaphane F0728-3000


lhand
Page 27


501 Petaluma Avenue, Sebastopol, CA 95472
TOT-823-8511 Fax: 707-829-4141

www.palmdrivehoapital.com

June 7, 2001

Andra Zach, RH LA, MP.A

Acting Deputy Director

Health Policy and Planning Division

Office of Statewide Health Planning and Development
818 K Street, Room 200.

Sacramento, CA 95814

Re;:  Outcome Report on the Care of Acute Myocardial Infarcition
(AMI) between 1996 and 1998 on California hospitals.

Dear Andra Zach:

Raesults of the preliminary draft of the most recent California Hospital Outcomes Report
have been reviewed by Palm Drive Hospital's Medical Executive Committee. The
observed and risk adjusted death rate did not differ significantly from the expected death
rate, The risk adjusted death rate fell below the statewide death rate for all years in both
Models A and B.

In response to the review of the report, the Medical Executive Committee decided that no
further action need be taken. Thank you for the opportunity to respond,

SMQ é,)-y——- .

Robert Schapper an Garfield, M.D.
Chief Executrve Officer Chief of Staff
Page 28

Croned and operared by the West County HealthCare Foundation



lhand
Page 28


Parkview Memcrandum @

May 24, 2001

Andra Zach, R.H.LA., M.P.A., Acting Deputy Director
Heaith Policy & Planning Dlvision,

Office of Statewide Planning & Development

818 K Strest, Room 200

Sacramento, CA 95814

Dear Ms. Zach:

Parkview Community Hospital Medical Center has reviewed the OSHPD Acute
Myocardial infarction Mortality Report for the years 1996, 1997, and 1998. Parkview
falls within the expected range compared 1o the statewide observed rate in Modsl A, but
falls below In Modsl B of the State's Rlisk Adjusted methodologies.

There are many risk adjustment systems. Parkview utilizes the Solucient/HCIA national
database for reviewing the hospital's data compared to the national norm, Callfornia,
and local market. Solucient / HCIA provided Parkview with results of the same years
comparison utilizing the California OSHPD data tapes. HCIA nommalizes the rate to 1.0,
anything below 1.0 is “better than expected.” Parkview's results ware better than the
expected for all three years.

The primary difference in the system used by the State of Callformia is that it counts
deaths after discharge up to 30 days against the first hospital to render care for the
patient with an acute myocardial infarction. Parkview does not perform heart surgeries,
therefore many patients are transferred to a tertiary care center. A large portion of
deaths in this report did not occur at Parkview.

Parkview has a very aggressive performance improvement program. All deaths are
reviewed through the Pl Program.

We appreciate the opportunity to comment. We recognize the importance of a
comparative database. All healthcare organizations are mallanged to continuously
review their processes based on outcoms data. The mission statement for our
organization s carried out through this process: “to provide comprehensive, high-
quality, cost-effective health care services which are responsive to the needs of the
commuenity”.

Y0 Manta,

Norm Martin, CEQ Dennis Hilliard, M.D., Chief of Staff

NM-OH/oab
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PRESBYTERIAN
INTERCOMMUNITY
HOSPITAL

12401 Washingion Bowletvard

Whittter, California S0802-1068

(565) 6980811

Hearing Impaired TDD (563) 896-92587

May 4, 2001

Andra Zach, RHIA, MPA

Acting Deputy Director

Office of Statewide Health Planning and Developiment
Health Policy and Planning Division

218 K Street, Room 200 -

Sacramento, CA 95814

Dear Ms. Zach:

Subject: Presbyterian Intercommunity Hospital’s California Hospital Quicomes
Report for Acute Myocardial Infarcticn (AMI).

Thank you for the opportunity to respond to the release of data on our hospital’s
outcomes for acute myocardial infarction. Presbyterian Intercommunity Hospital (PIH)
is a 339-bed, not-for-profit regional hospital and health center that serves a wide
cornmunity in Southeastern Los Angeles County and portions of the San Gabriel Valley
and Orange County. We are a full-service medical center offering care in the specialty
areas of cancer, cardiovascular care, complex spine and scolosis treatment,
maternal/child care, rehabilitation services, diabetes management, wound care,
respiratory services, emergency and industrial medicine, behavioral health, as well as
general medicine and surgery.

We at PIH are committed to analyzing our patterns of care and patient outcomes to

provide the highest quality of care possible. One hundred percent of unexpected death
cases are screened by the quality management department to ensure that they are not
related to a quality of care issue. Casges with comorbidities, complications and other risk
factors are also reviewed to ensure optimal medical manapgement.

OSHPD's AMI data for 1996 - 1998 have been analyzed carefully by the hospital
president, president of the medical staff, vice president of medical affairs, medical
director of the cardiovascular program, administrative director of cardiology, director of
the quality management and director of health informmation management.
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Recognizing that PTH's observed mortality rate exceeded the expected mortality rate,
the hospital began participating in the National Registry of Myocardial Infarction
{NMRI) database in 1996 to identify areas where improvements could be made.
Participation in the NMRI repository compares hospitals of like size and services. The
NMRI database currently compares PTH’s outcomes to 153 like hospitals nationwide.
Outcome data is stratified by patient demographics, type of intervention, medications
administered within 24 hours, and discharge medications. Length of stay and in-hospital
maortality data is also provided Each case is risk-adjusted using the Killip rating scale.
All data received from NMRI is reviewed quarterly by a multidisciplinary team of

physicians and hospital staff.

Presbyterian Intercommunity Hospital's NMRI data for 1997 through six months of 2000

are as follows:

Year Total Number | Total Number | PIH Like Hospital’s Mortatity
of AMI Cases | of In-Hospital | Mortality Rate Across the Nation
Reported Mortalities Rate

1997 187 15 8% 10.4%

1998 157 12 10.6 10.3

1999 180 16 3.9 10.5

2000 % | 117 & 5.1% 9%

* denotes § months of data.

NMRI's data demonstrates that PIH’s current mortality rate for AMI’s is better than like
hospitals nationwide. Additionally, current NMRI datz shows that PIH has less than the
10% mortality rate experienced by participating California hospitals.

On behalf of the medical staff, adminigtration, and staff of Pregbyterian Intercommunity
Hospital, thank you again for the opportunity to present this response. As always, PTH
remaing dedicated to providing the utmaost in quality patient care to the commmunities we
serve.

Sincerely,

Daniel F. Adams
President and CEO
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Detailed Statistical Results
for Acute Myocardial Infarction Mortality

Los Angeies County: 180631 Prasbyterlan Inter-Community Hospltal

Stancard | Risk- Probubiity
Statewide | Numberof | Mumberof | Numbarof | Osvislion of | Obesrved | Expecied | Adjusied |Risk Adjegied Desth Rabe | Thia Rate
: Death Rate | Cases | Obwwrwed | Expecied | Observed |Dwoth Rate | Deh Rato | Death Ruln | 93% Confidence Bounds | Occumsd by
| %) inchedad | Deathe Dualhs Ceathe %} (%) %) Lowtt | Upper Chance
‘ Modal & All Years | 1208812 [ 21:] H 8.7 64 148 10.7 16.5 127 19.2 0002
I 1998 | 12.17742 1081 24 17.8 38 133 8.7 1688 11.4 21.8 0,065
| .
| 1847 | 1202617 154 o 1848 4.0 188 10.2 182 124 24 0011
‘ 1898 | 12.0840% 174 26 213 4.1 14.% 12.2 14.8 102 19.3 0.148
‘ Model B AN Years | 12106083 515 T4 61.2 8.2 14.4 11.8 145 12.2 1740 0025
| 1886 | 1218450 17e 23 17.8 3.5 12.8 12.0 158 1.0 20.2 0,087
1987 | 12.02332 184 30 24.8 EX ) 15.5 12.8 14.5 1y 18.1 0.108
: 1998 | 1210275 142 21 18.5 as 14.8 120 13.8 8.3 18.2 0.273
1
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120317 Rinaldi Straet Tal, B1B 365-8051
htizsion Hills, Calfornia

91345-1265
Andra Zach, R.E.I.A., M.F.A,

Acting Dwputy Dirsctor,

Baalth Folicy and Flanning Divieion,

Offios of Statewids Baalth Planning and Dewslopwent,
519 K Streat, Room 200,

Sacramanto, Califorpis 55814

May 23, 2001

Dz Mw. Zach:

Thank you for providing Providence Holy Crows Madiosl Canter with the apportunity
to review the inforsatics drafted in the OSHPD Report on Heart Attask Outoosss in
California 1996-1998. (ur orgunisation is committed ‘te' culliborative efforcs,
which can guide us toward improved patiant cars. g

As our goal is to incorporate sur cors valus of ‘Exoellancs’ into the omre of all
patisnts, we ara pleased to ses that the sutosss sveluation showed mortality rates
that wara oot significantly differwat than sapected for Providance Holy Cross.

Ivsusa wa bave idantified baged cn the SULCONS ARbEdiaent are:

l. Some of our patients with hypeartehasion did not heave this included as a Fisk
Faoctor. On investigation, we realized that the designated clinioal rlak faotar
hypartansion codes, 402.x0, 403.x0D, 404.x0 sxculude Hypartension with Congestive
Haart Fallure. We feesl that this could impect mocurate idantifiomtion of tha
patisnt' e risk level, and nqu.i:i: Dﬂm considar inclugion of thass oodes in the
-zdul:ah :In.i.gn. . G

2. Dn-afuu:nnrulit.i.un-upatimttmlt:h-dnhrnm-h--tmhﬂmgnthm
AMI & wxpirmd. Bawed on the OSHFD reassarch design, this patisnt showsd a low
riak for mortality, not reflsctive of tha stroks. On investigation, the code for
this type of infarct {(433.x1}) was not includsd in tha Carsbrovascular Disaasse
Risk Factors. Wa requast that OSHED considar incluaion of this and aimilay codas
in tha rasssych design.

2. A mmber of patiants who wars admitted with advanced directives requasting na
heroic msasures and/or had Do Kot Resuscitate orders sxpired. We oequest that
‘OEEFD investigate inocrporating this iesus into the resesacch dawign ©o oare
accurataly assess the patisnt’'s riask.

Wa have also identified internal opportunitias to improve tha timeliness and
completesess of ocur doqumantation and coding of tha patisnt's clinical pictura o
more mocurately capturas the troe ssvearity of illneasa and rigk of aach patisnt.
Onca sgain, we thank QSER for the cpoortunlty o participate in thia process.

Aincarwly.

LTy -
Oparations A.du:l.mutmtm.-,
Providance Holy.Cross Madical Center
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350 Terracing Blv].

PCE Boy 34
mnmy Recbionly, A 03371400742
Hospital 3155500

Mﬂ.}l" 9. 2001 Fax "HE).3 35, Gau7

Andra Zach, RHIA M. PH

Acting Deputy Director

Health Policy & Planning Division

Office of Statewide Health Planning & Development
818 K. Street, Room 200,

Sacramento, CA 95814

Dear Ms. Zach:

I wish to respond 1o the cutcome report on the care of acute myocardial infarction cases from
1996 -1998. The Patient Care Committee at Redlands Community hospital has reviewed the
findings of your report and has made the following cbservations and recommendations:

A statewide study regarding Leading Causes of Mortality in the state counties was conducted by
the Department Health Services and published in our local news paper. Their conclusions were
that San Bemmardine County has the highest incidence of Coronary Heart Disease in the entire
state. In fact, the incidence was 38% higher than the state sverage. I find no mention of county
statistics regarding the incidence or mortality rate in AMI cases. It would certainly be beneficial to
provide hospital, county and state data so that the users of this data have an appropriste context
from which to evaluate the outcome findings. Just providing hospital compared 1o the state
average does not gwe a complete or accurate piciure.

Our hospiml provides diagnostic cardiac services but many of our patients require cardiac surgery
of invagive procedures. These patients are transferred to local tertiary care hospitals, _

" We have no control over the outcaomes of those patients once they are transferred to other
hospitals. Yet, your study debits the hospital that treated the patient within the first 24 houcs

with the mortality. It would seem more reasonable and equitable to debit the hospital/stafF that
performs the cardiac surgery or invasive therapeutic procedure on the patient for the moriality
than the hospital that stabilized and transferred the patient following the AMI.

It was also noted that your statistical report did not take into account the patients with a Do Not
Resuscitate (DNR) status on or before the day of admission. Obviously, if a patient has this status
their physical condition is already substantially compromised and the potential for a favorable
outcome is diminished since staff are limited as to how much they can do per the request of the
patient. By grouping the DNR cases with the full code patients, you are not providing a true
picture of a hospital’s performance in the treatment of AMI patients and you are injecting a bias in
the data against the hogpitals with a high number of DNR cases.
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Andra Zach " May9, 2001
Office of Statewide Health Planning & Development Page 2 of 2

Severity of illness was not considered part of your data collection. The patients that expired
within 24 hours should not be measured in the same context with patients who have a mild AMI
and go home after a few days in the hospital. Patients that expire of AMI within the first 24 bours
may have had a substantial part of their care provided by Emergency Medical Technicians and not
hospital staff. They may very well be unresponsive and in full arrest by the time ER staff can treat
them. Separating AMI cases by severity would provide a more accurate picture to the public.

Thank you for your consideration of these changes to the AMI Outcomes Report.
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Saint Agnes Medical Center

May 21, 2001

Andra Zach, RH.LA, M.P.A

Acting Deputy Diractar, Health Policy and Planning Division,
Office of Statewkie Haalth Planning and Developmant {OSHPD)
818 K. Streat, Room 200

Sacramento, CA 93814 -

Daar Ms. Zach,

Thank you for the opportunity to commeant on the preliminary draft of OSHPD's 1998-1098 Acute
Myocardial (nfarction (AMi) mortallty outcores report. Enhancing the level of cardiac care, particularty far
AM| patients, remaing a top pricrity at Saint Agnes Medical Center. We have participated in tha NRMI
(National Registry of Myocardial Infarction) database since 1885 and have demonstrated measurabls
improvermnents in all aspects of AMI cars, including mortality outcomes.

Saint Agnas applauds your ongoing efforts to measure hospital quallty. However, wa have concemns about
the validity of modaling moetalily with administrative data:

+ Medical care for AMIs has dramatically avolved since 1998, This latest report is too okl to ba diractly
useful for improving quality of care,

+ Saveral factors included in the model ara outaide the Medical Center's contral:

+ Seversly M patients who died s a result of other causes, such as renal failure,
that are not directly related to the AMI,

¢ Patient presentation delays that result in significant loas of myocardium prier to
hospital amival, : :

¢+ Deaths due to unrelated causes, occurring within 30 days of an initial
hospitalization for an AMI, .

+ Patiants who arrive at the hosapital with an Advance Directive or Do Not
Resuscitate (DNR) order, praventing life-sustaining treatments.

¢ Higher coefficients for "unspecifisd Mi" vs. "antarior infarct sits,” a heart attack location that can result
in & higher death rates. Also, there is no coefficient for “subendocardial M1.” Theae coeficients shouid
ba reassessed in subsequent madels, :

Regandlass of thess exceptions, Salnt Agnes takes this data sssiousty and will continue its effort to provide
cardliovascular care excellance.

Sinceraly,
‘MM‘O

Kim Lewis Robart Bannett, MD
Adminigtrator, B Cardicvascular OQutcomes
Heart & Vascular Center Physician Laader
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SANC]’.EMEN’I'E

HOSPITAL @MEDI CAL CENTER

May 31, 2001

Andra Zach, R.H.LA., M.P.A.

Acting Deputy Director

Office of Statewide Health Planning & Da\relnpmant
818 K Strest, Room 200 '

Sacramento, CA 95814

Dear Ms. Zach:

We appreciate the comparison data on heart attack outcomes. We are
pleased to see that we continue to be below the statewide average for overall
. risk adjusted mortality rates. We are also currently participating in the CMRI
Acute Myocardial Infarction Study as part of our prucass improvement for the
care of the cardiac patient.

We have no questions with your data collection and thank you again for
the opportunity to participate in the study.

Jolld Ml s

Ronald K. McGeas, MD Pat Wolfram
Chief of Staff Chief Executive Officer

654 Camino de los Mams San Clements, Califomla 92673 (549 £96-1122

Page 37



lhand
Page 37


0‘

San Joaquin General Hospital / A Division of San Joaqguin County Health Care Services

May 23, 2001

Andra Zach, R.H.LA,, M.P.A.

Acting Deputy Director

Office of Statewide Health Planning and Development
818 K Street, Room 200

Sacramento, CA 95814

Dear Ms. Zach,

This letter is in response to your letter dated March 27, 2001, comparing cutcomes of
patients with acute myocardial infarctions. During 1998, 53 patients were identified with
myocardial infarctions at San Joaquin General Hospltal. Of the 53 patients, there wara
7 patient deaths reported.

Based upon the study findings, San Joaquin General Hospital appears to have a very
high mortality rate compared to other hospitals. Therefore, each of the mortality cases
were reviewed by Ramesh Dharawat, M.D,, Chief of Cardiology, and Nanette Clark, RN,
BSN, Performance tmprovement Coordinator. The results of the review are
summarized below:

Patient 1: This patient suffered a subendocardial Ml following a massive Gl Bleed and
was not a candidate for thrombolytic therapy. Co-morbidities included ESRD, CHF,
Coagulopathy, HTN, and UGI bleeding. Additionally, the family refused interventions.

Patient 2: This patient's co-morbidities included laryngeal cancer, colon cancer with
colostomy, and tracheostomy with bleeding from the tracheostomy tube. This high-risk
patient was not a candidate for thrombolytic therapy or any interventions.

Patient 3: This patient had DNR status and refused all interventions, Co-morbidities
included CVA and HTN.

Patient 4: This patient had DNR status. Death was dus to intracerebral hemorrhage, a
complication of treatment.

Patient 5: This waé a Coroner's case. Autopsy repott ravealed death due to probable
Acute Gl hemorrhage, not ML. :
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Patient 6: This patient had DNR status. Co-morbidities included renal failure, G bleed,
and severe anemia. He was not a candidate for thrombolytic therapy.

Patient 7: This patient had DNR status and was discharged home per famlly S raquest,
She subsequently died at home

Conclusion:

Two of the patients’ deaths are not attributable to myocardial infarction. Most of the
patients had very significant co-morbidities, which precluded thrombolytic therapy. In
addition, four of the patients had established DNR orders, which precluded heroic
interventions.

In light of our review findings, the statistical resuits of the Acute Myocardial Infarction
outcomes study does not adequately take into consideration co-morbid conditions or the
presence of DNR orders gulding the care of the patients. Thank you for providing this
opportunity to respond to the data.

Sinceraly,

Steve Ebert /?K.)
Haspital Director

San Joaquin General Hospital

SE/NC:cje
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San Leandro
HOSPITAL

May 23, 2001

Andra Zach, R.H.LA, M.P.A.
Acting Deputy Director
Healtk Policy & Planning Division
Office of Statewide Health Planning and Dwalupmem
816 K Streat, Room 20C
Sacramento, CA 55814
RE: SANLEANDRO HOSPITAL RESPONSE
TQ THE OSHPD REPORT ON

HEART ATTACK CUTCOMES IN CALIFORNIA 1996-1988
Dear Mr. Zach:

introdyction

We at San Leandre Hospital appreciate the opporunity to review the data provided by the
OSHPD rapert on the care of acute myonartﬂi! infarclion (AMI) betwsen 1995 and 1998 in
California hoapitals and wish to respond, Ht iha authnrs of the réport have indicatad, this
outcomes data study is of fimited vatue 5 the aﬂrdgn consumer because their measured
quality of madical care does not account furmnny of the factors which play a part in determining
a patient’s outcome. it does however, provikie an opportunity to compara past care with
presant cara, which can change significantly in four or five yeaars.

San Leandro Hospital is a small haapital (122 beds) that provides service to a largely aging
community. It is possible that we have a larger margin of chance occurrences of Mt mertality
than some of our sister hospitals in Alarnad_a County.

San Leandro Hospital is part of TRIAD Hospitals, Inc. Our operations and quality improvement
efforts are centralized in the corporate office in Dallas, Texas. As part of a national haaith care
company, we participats in a variaty of quality reviews, ona of which is death from a heart attack
(AME mortality). We are comparad to 1700 hospitals whose severity and risk factors are takan
into account. We utilize the HCIA algorthm that has been approved by Dr. Lisa lazzor of
Harvard. Wa also parform extansive intemal raviews of our patients with an AMLI.

The review and root cause analysis of the indicator, Acute Myocardial Infarction mortalities, is
included in our JCAHO Core Measures and ORYX data. The qutcomes and analysis are taken
not only to our Division and Corporate Board, but are also reviewsd quarerly in our Resource
Managamernt Reviews.

Our current performance Index for AMI mortality is 0.62 for the Jast twelve months, compared
with 0.52, the average Index for the 1700 hospitats, Our AMI comphcation |ndex for the last
twelva months is 0.44 compared to the averaga Index of 0.71, again showing better than
average resuits, We are anticipating continued improvement with the naxt OSHPLD report.
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Andra Zach, RHIA, MPA, Acting Deputy Dirsctor
Health Policy & Planning Divigion

Office of Statewide Health Planning and Development |
May 23, 2001

Pags 2

Aclign and Progregs '

Following the study that was reported in 1996, our Madical Staff directed a review of patients’
medical records spanning nine monthe to evaluate their respective course of treatment and
outcomae.

The results of this study included a revision of our Myocardial Infarction Protocol (1996).
Additionally, we enterad into a Joint study with CMRI regarding the management of patients with
MI on digchargae, This included monltoring for predefined Quality Indicators such as choice of
medications, management of heart failure, and reduction of risk factors.

The results of the above studies wera shared with our Medical Staff. Over the next 8 months
changss in practice were evidencad through additionat studies, We have established a team of
cardiologists and Emergency Room physicians who regulary review our care of patients with an
AMI to insure that we offer the most up to date cars that can be provided.

We now review the care of all patients who sufferad a cardiac arrest to determine If the avent
could have been preverited. We have established a new protoco! for arhythmias to improve
sarliar detection and notification before a major problem develops. A panal of physicians and
nursas reviews all deaths from an AMI that ocour In the Emergency Room. About 25% of thase
patients were found “down” for a long time before being brought to the Emergency Room.
Another 25% had significant complicating problems, such as arteriosclerotic and cardlovascular
disease.

 San Leandro Hospital does not parform cardiac surgery and tranafsrs appropriate patients to
tha neargst hospital that provide this specialty sarvice. We have asked to be included in their
reporting of subssquert mortalies of these transfers. This will help us ansurs the best cars
before the transafer from cur facitity.

Conclusion '

Our continued review and fine-tuning of related protocols has rasulted in improved mortality
outcomes aa compared to other healthcare systems in the comparative database. We
recognize studies such as this OSHPD report are opportunities for improving our practice and
standards of cara. Wa ook forward to the next report,

. Sincarsly yours,

Atsenein, frevs

Deborah Brehs
Chief Executive Officer

LEN L RSEL FARRMETWORDAADMEHD SHD-WLdoc
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AC Santa Clara Valley Medical Center

Dedicated to the Health VALLEY 731 South Bascom e
s, 95135

aof the Whole Community MEDMCAL CENTER Tel. -_-llltlm ﬂlgi-:l;'m
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May 24, 200]

Andra Zach, R.H.LA, M.P A Acting Depuly Director
Heaith Policy and Planning Division

Office of Stalewide Health Planning and Deve{opment
213 K. Stree1, Boonm 200

Sacramento, Ca 935814

Cear Ms. Zach;

The following letter is writken in response to Thc Dﬂice nf St:w:wlth Health Pianning and Development's

R kO 38." The results of the siudy as
relensed to us uunc]udﬁ:l t]mt tl‘be death rate am::r am.lta mynca.rdml infarction (M) for patiencs treated ar
Santa Clar Valley Medicat Center during this period was “significantly worse than expected.” [n respoase
to that report we have performed a thomugh review of forty-nine {49) patient medical records out of the
total of ffty-hoes (53} patients included in this sudy by OSHPD. Based on thar study and the specific data
which we sight below, we are surs you will agree that the care provided and moriality rate for patients
suffering acute myocardial infarction are "As Expected™ or *Betier Than Expected *

The 1996 AMT validation siudy by OSHPD found that there were five unportant missing vartables in the
risk-adjustment aspect of the study. These vaniables are 1) systolic biood pressure at presentation, 2) heart
rale at preseniation, 3) shock at presentation, 3} cardinc-arrest witllin the previous 24 hours, and 5) an
advance directive with "do-nol-resuscitate® order on or before the day of adinission. " Our review fogused
on these missing varighles. The following information is presented as a result of our review of Lhese charts,
and is organized by year ir which the desth occuered.

During 1996 there were fifteen observed deaths afler acule myocarﬁ'ml Infarction. Thineen of the fifleen
{874} of (he medical records were reviewed. The following co-muorbidities were identificd:

2 (13%) patients were listed a5 "do-not-resuscitare” (DINR} oo admission to the hosgpital
2 {13%) patienis were niude DNR on hospilal day 47 and # 9
1 {'7%) pavient was admired in cardingenic shock
4 (27%) paticiis had co-morbid conditions net mclud:d by onr in-house :ndu:g depmmv:nt
1. Diabetes Metlitus
2. Mitral regurgitation, tricuspid regurgitation, history of Cerebral Yascelar Aceident {CVA)

" B b =

and hypertension
3. Pulmonary edema
4, Hypertension

Dhuring 1997 there were sighteen chserved deaths after acule myocardial infarction. Seventecn of the
cighieen (94%) of 1he madical records were reviewed with co-morbiditias as fodlows:

«  5{28%) patienis were listed as DNR on adrmission to the hospital

= 1({6%) patient was made DNR on hospital day # 7

s One patient's Bunily withdrew suppor afier patient was adanitted for extensive CVA. Pt's prior
admission was for M1

= 1 (6%) patiem adsnitied as a trauws secondary to fall with lange cerebral bised along with M. Pt died

shosily after surgery.

| (6%} patient died after ke was transferred (o anolier hospital,

Valley pectical Cevner i 2 division of the Santa Clarz Yalley Health & Hespital Svsrem.
Cioerit] nved wperatend by the Coundy af Senta Clard, Affifiated with Stanford University School of Medicing.
’ SOV AT 1

o —

o -l -t e . g b b1l oo a3 g el e g L i i L L . B T TP T e

CF S T P P PR N

i
_t
4
H
!
i
|
i
1
i



lhand
Page 42


v 1 (6%) padent was acimitted in cardiogenic shock

v . 1(6%) patient was admitted status post cardiopulmonary arrest

» 3 (17%) patieats had co-maorbid conditions aot included by our in-house coding department
1. Severe aortic steposis and moderate mital stenosic
2. CVA and hypertension
3. Pericarditis

During 1998 thers were twenty observed deaths afier acute myocardial infarction. Nineteen (19) of the
twenty (20}, representing 95%, of the medical records were reviewsd.

7 (35%) patients were listed as DNR on admission to-the hospital

4 (20%) patients wers made DNR within twenty-four hours after admission (two (2) of these were
: statas post cardicpulimonary amest at hoose)
= 3 {15%) patients were admitted in cardiogenic shock
= 4 (20%) patients had co-morbid conditions not included by our in=house coding departinent

Cardiogenic shock with ventricular tachyeardia and ventricular fibrillation
Drilated cardionyopathy with congested heart failure, history of CVA
Anemia

Hypertension and dyslipidemia

B

This additional information obtained by vigerous chart review of 42 of 53 patient chiarts included in this
study by OSHPD (92% of charts} reveals significant co-morbidities and cdher missing varishles that will
significantly influence the statintical analysis of the deaths that occurred at Sapia Clara Valley
Medicat Center Tor paticots suffering acute myocardial infarction, As an example, 14 patients had
advanced direclives directing no tresuscitation in the event of a cardiopulmonary arrest representing 26% of
paticots included in this study. That variable afone will substantially altat the stidy result

Santa Clara Valley Medical Center provided axcellent medical care to the patients treatad in this institution,
This includes patients treated for acute myocardial infarction. 'When appropriatety analyzed including ALL
co-morbidities, there is no doubd that the result will indicate that the care provided and mortality rate for
patients suffering acute myocardial infarction anc "As Expected” or "Better Than Expected.®

Sincerely,
Susan G. Murphy, Director, - Ira Lubell, M.D,, M.P.H., Mzdical Director

Santa Clara Valky Medical Center Santa Clara Valley Medical Center
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DISTRICT HOSPITAL May 30, 2001
465 Weset Pumam

Forlervile * Calfomia 93267

(339) 1841110

Office of Sttewide Health Planaing and Development
Health Policy and Planning Division

818 K Street, Room 200

Sacramento, California 95814

RE: California Hospital OQutcomes Reports

DaarMsZ&ch:_

Sierra View District Hospital has received the information and the reports involving Myocardial
Infarction {MI) paticnts treated in the years 1996-1998. We recognize the great effort and
dedication it took to produce this report. We commend your office in attempting to establish
statewide quality of care criteria that may provide more objective benchmarks which can be used
to improve the quality of care of AMI patients.

We are very interested in the statistical date of our hospital since we are a rural community
without acute interventional facilities available for emergent procedures. We have reviewed the
individual cases, and thank you for the information you provided which allowed us to identify 47
of the deaths.

After review of all the cases for each of the three-year periods, we have found the following:
s 60% of the cases had “Do Not Resuscitate™ orders

»  Average age of those in this study was 73.2 years .

*  58% were over 70 years, and 33% of the total sample was over 80 years of age

s  91% of the patients had a cardfac history with co-morbidities listed

Again, thank you for sharing the information with us.

Sincerely,

\elly

President/C!
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SPECIALTY HOSPITAL OF SOUTHERN CALIFORMIA -
Mayi&l'iﬂﬂ

Andra Zach, RH.1LA, M.P.A,

Acting Deputy Dlrer.:tur

Health Policy and Planning Dlwslun

Office of Statewide Health Planning and Development
‘818 K. Street, Room 200

Sacramento, CA 95814

 Dear Ms. Zach,

Speciatty Hospital of Southern California (SHSC) is a Long Term Acute Care hospital (LTAC) which
provides specialized acute care for medically complex patienis requiring hospitalization for greater than
25 days. These patients are critically ill, have multisystem complications and / or failures, and the
paticmis are best served in & facility offering specialized treatment programs. The majority of our patients
are admitted directly from a short-stay acute care hospital.

LTAC differs frem Short Term acute care hospitals in that LTAC hospitals do not have emergency
rooms, and, therefore, do not directly admit paticnts with emergent conditions (i.e., acute myocardial
infarction, acute stroke, trauma, etc.) Patients are admitted 1o a LTAC fagility after these emergent
conditions are initially treated in a short-term acute facility and are complicated by medical issues that
tend o increase the length of stay,

After review of our data systems and census records, we could oot find any matches to the patients isted
in this study for Specinlty Hospital of Southern California (SHSC). SHSC opened in April, 1995 at the
La Mimda facility. In November 1396, the Orange County Campus in Santa Ana opened and the San
Crabriel Valley Campus in West Covina (formally Covina Vailley Community Hospital) saw there first
LTAC patient July 17, 1997. From reviewing the zip codes and dates, it appears the Covina Valley
Community Hmpml data from 1996 — 1997 flowed thruugh to our facilicy. Specialty Hospital of
Southern California is a separate licensed facifity with its own provider number separate from Covina
Valley Communlt}r Hospital.

We are requesting that the deta be published under the Covina Valley Community Hospital name or
deleted altogether from the published repart due to the fact, that at no time was SHSC connected to the
Covina Valley Community Hospita! provider sumber, LTAC hospitals are usually exempt from these
studies and from review of the siudy, ng other LTAC hospital in California is represented within the
study,

Please keep us appraised of the situstion ns we may need to seek legal guidance if this study is published
under our name.

Sincerely,
Pw& MeceTh
Richard McCarthy, 7
Chief Executive Officer
T4 Wi [ar s dtmrewre . Hinpwpwae, Loa BOoOoHa e T a2 vwors WH1Y Page45
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. St Vincent Medical Center _ 2131 West Third Street.

P.O. Box 5%
CHW Los Angeles, CA 90057-0092
{2131 484-7111 Tclcphmle

April 12, 2001

Andra Zach, RH.LA, M.PA.

Office of Statewide Health and Planning De'.ralnpment
Health and Policy Planning Division

818 K Street, Room 200

Sacramento, CA 95814

Dear Ms. Zach:

We are in receipt of your packet regarding the California Hospital Qutcome Report. Weare
responding to inform you that we agree with the accuracy of the data submitted.

Additionally, we would like to take this opportunity io inform you that since this data was
collected we have initisted, in collaboration with CMRI and CHW, an in-house AMI team that is
responsible for tracking, trending, and performance improvement oversight on this issue, We feel
that our efforts have added to the positive results displayed within the report we received.

Thank you for the apportunity to be part of the published report.

Sincerely,

DAt

William D. Parente
President

A Membser of Catholic Heafthcars Wast
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"

Sutter Medical

Center, Sacramento

A Subar Health Aflets 5151 F Strost
Sacramenta, CA 55219

Mi.]r 9, 2001 (21 B] 733-1038

M. Staven Lubek, Ph.D.
Rarvarch S entist '

Office of Statewide Planning and Development
Healthcare Information Resource Center

818-K Steeet, Room 00

Sacramento, CA 95814

Diear Mr. Lubek:

This letter is witten in response 1o the Report o Haarr Anack Owrcomes in California, 1276-1998. Sutter Medical
Center Sacramento is committed to quality patient care and appreciates the oppottunity to tespond to the
findings of this report

The report indicates that the outcomes at Sutter Mamornial Hoapital were not significantly diféerent thaa
expected, while Sutter General Hospital reflected outcomes that were significantly worse than expected
{p=<0.01). We have asked our consultant, Marc Schwrartz, President of MedAnalytics, to review and evaluate
the Bndings of the repott. Our goal for this review i two-Eold: (T) to provide guidance to cur Acute ML
Quality Team and Cardiovascular Department, and {2} assist us in providing appropriate feedback to the
Office of Statewide Planning and Development

Eadlosed is 2 copy of Mr. Schwartz’s correspondence in which he identifies several key findings regarding the
report. He concurs with our sentiment that these findings ate ctitical to the success of this project goiag
forward Wa would sppreciate your reviewing this response and accepting it as Suttar Medical Center
Sucramiento’s fonmlmponse 1< this particular OSHPD report.

Again, thank you Emth:oppurmmtymmpmdmthumpm Please feel free to contact us at
916-733-1081 with any question or concerms regatding this documentation.

Sincetely,
m ' B dads
ilaa-q" =
Margaret Meite " Fotreat Junod, MD
Assistans Advrinicrotor ' Modival Dirvaror, Surzer Haar Inutituir
Surzer Madical Center Sacramento Sater MudEoa! Contar Sacroments
Mb:edl
Enclosure
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May 23, 2007 .

Fﬂnéu Junod. M.D.
Director of Cardiovascular Services
Sutter Medical Cafer

3151 F Strest

Seraments, Californla 95819-3295

Dear Dr. Junod,

EncbnadlsamﬂawbyMudAnuMlcaofﬂupmpmdMMaMl[AMﬂEapaﬂhbapub&had
By QSHPD this sumimes. The review dentifies saveral specific lisues that are of concem and
shoutd ke highlighted In your communication fo QSHPD i the formcat response that they have

soliched.

In summary the following lssues compikse the key findings:

Page 48

The use of discharge coded biling data as the basis of this clinical report Is
raught with problams, which Include Inter-hosplial coding varfabilty,
econamically driven incentives o code speciiic diagnosses that modmize
reimbursemnent andt the lack of tempoval distinctions in diagnosls codas
redcdiver 1o the abifty to cleanly distinguish comorbidities from complications.

This issue was significant snough fo compel OSHPD to design an entive data
cequisition Infrastruciure far the reparting of statewiie CABG monality basea
upon o pureosefully designed clinical datased, assaciated definttions and the
coordinateq fralning of data absiractesns.

As o reslt of the above Issues, the authors were compebed te angage in both
statistical and cénical Inferantial jJudgments that on face value may seem
racsonable. but based upon the authors' own admissions In the raport, may
still rsult In ewors. Therefore ey cannat leduce the Belihood of amor In the
we of the data te a level that can be acceptable given the Intended use of

the rapoit.

Posgibly as a result of the lack of a toncrete foundation. of data and the.
nature of the various tecord linkage mechanisms uitized by the authors, Sutter
Genesal's patient populalion g3 reported has decreased substanticlly from B3
In 1994 1o 30 in 1998 and may result in the faclity's outcome proflle being
Impropedy representad. This finding should be valldated agalnst the haspital's
awn dafa.

Tha development of ihe logishe ragrassion modets, which are used to risk

. adust the outcomes data-in the report, has been meaningfully Impacted by

he noture of the data source. This has resutted In the uss of mulipte models
by tha authors 1o account for infringic problems in the varabllty of reporting of
key diagnosis codes. In one set of models, the model # siatleics, which are
used to assess the valldity of the models, were poor enough that
mathematical carrection machanisms were apolied in order fo force the
modeis to work.

Medanalytics, Inc. 8644 Wynstone Poss  Eden Praiie, MM 55347-34348

Tel 9524260842 TolHrea B56-906-0042  Fon 052-934-0553 www Madinahtics.com
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* To credit the sudy quihors, they used a siatistical theeshold (p <0.01) for the
companiscns of the shie specific observed versus expeciad morallly rates that
should result In a reduction in the number of outtier Froapliats In the repon.
However, the specific cakeulation of the p value using a cne-falled
methodology is both inconsistent with $his approach and is Inappropriate
given the a pricrl knowladge that weuld avatable prior to the davalopment
and application of the risk models to each hospitar's data.

* A significant part of this repoit's [ustification Is the assumptian that the raspart o3
Pubkshed can support quallty Improvement indtiatives at the haspiials and
snable bath purchasers and consurners of healthcare senvices Ic make
Informed cholces, However, specific concerms should be ralsed based upon
this Intent:

o Thadutuundlsmwrhmmrsnldmdmwmlmreﬂmf
currant practices rekitive to the freaiment of AMI patients or the
assoclated outcomes ot the facliliies being reported upan. i a key

- - Intent of this report Is to facttitate Intemat quality review, how can a
haspital reasonably engoge In any review of process change, when i
will be three years before they could assess the Impact of the changes-
mads foday?

o Changss In the definifion of AMI In 2000 by the ACC/AHA and the
variakilly In the use of new diagnostic technologies such as Troponin
levals may result In substaniive differences in diagnostic capablities at
the Involved tacliities and jesutt In a bias in the population
aggregated acress the skate moving forward. :

o Increcsingly, studles are being published that support the use of
primary engioplasty with of without theombolytic therapy and stent
Implands for the treaiment of AMI. Several recentty published studies
document ciinically relevant differences In 30-ckry versus longer-term
autcomes based upon the cholce of Intervention. The use of 30-day
mortqlify In this report may comped hospitals ta focus on shor-term
patient surdival ot the expense of longer-termn oulcome medsures and
patient quallty of lite In order fo Improve thelr standings In the repert.

In summary and to quole the enclosed review, “While there may very wall be real differences
in the qualily of care pravided by the haspltals In the state of Callfomig, the use of this regon
cannot propetty expose such ditferences nor can this report sarve to suppart guality
Improvement iniiatives.” :

MediAnalylics I pieasad fo have this opportunily fo provide this review fo the Administration of
Sufter Madical Center and remains avaikable to support your ongoing requiremants.

Sincarely,

e
Mare Schwartz _

Presicteni
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Tulare District | 869 Cherry Street

Tulara, Caiifornia 93274

¢ HealthCare System | (559) 688-0821

' Rohert M. Monfion

June 5, 2001 Chiet Exacytive Cificer
Andra Zach, R.H.LA., M.P.A, n

A.Ctll'lg Deputy Diractor Board Of Directors

Health Policy and Planning Divigion Mark Femandles

Office of Statewlde Health, Planning and Devaiupment Parmod Kumar, M.D.

Deanna Martin-Soores

Dear Ms. Zach, Liﬁ'.ff'fnﬁii

| realize that little we say or do will change the outcome of your raport, but | am
challenging the report in three areas that have flawed results.

1} “Linkage” to hospitals, which refer patients into existing cardlac programs,
suffer all the negative impact and none of the benefits.

2} "Risk Adjustment” doesn't adaquately take into account the co-morbldity of
our patient population.

J) "Aggressive Treatment” isn't reflected in your expected outcomes,

Because of these flaws in your mathematical model, certain types and locations of
hospitals are automatically discriminated against and have & much more difficult time
obtaining favorable study rasults. Let me expand on these points one at a time.

Linkage: Doesn't it seem a little strange that all of the hospitals in our area which
refer patients into a system that has a cardlac program scores “worse than
expected”, while the program which receives the patient scores “significantly
better” or "not significantly different™? This is true if it were Lindsay Memorial or
University Medical Center in Fresno. How can you have the referring hospital
suffer the ill effacts when the patient |s stable at the time of transfer? Shouldn't
the Cardiac Surgery unit shoulder some of the risk? Aren't there mortalities from
surgery, post surgical periods and Heart Catherization procedures?

| know you think you have "factored this in”, but | assure you your figures are
- wirong. '

In our case the same Cardiologists work at both facilities and they initially treat
the patient the same. How can we have a wide disparity with the receiving
hospital if your equations are correct?
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Of the 231 cases you reviewed most were sent for Cardiac Cath and of these 14
were deaths. 1f we were not held totally responsible for these 14, we would have

not been scored “worse than expected”. We have no control over interventions
done at other hospitals.

Risk Adjustment: Please explain how the hospitals who can control the types of
patients they admit score 81% of the “significantly better” scores. Can it be that
private, HMO and in general “for profit” hospitals are that much “better” or is it
that your calculations don't correctly reflect how importam it is to be able to
control the population you sarve.

Let me be more specific: of the 28 deaths we had in 3 years that we did not
transfer out for Cath Lab, they broke down as follows:

13 were No Code Blus on or befora admission
5 who weren't No Code Blue were over 80

10 had serious co-morbidities, which did significantly atter dinical
outcomes.

The 10 with co-morbidity were (I'm using only initials) individually as follows:

A.F.- Was a tode blue in ER, went into cardiogenic shock and died in
ICU. He was 73 and had a history of CHF and CAD.

M.T.- Had a history of previous cardiac arrest, diabetes, CHF and CAD.

D.5.- Presented in ER with a CVA, coma and died in ICU with cardiac
arrast as a DNR.

D.M.- Drove his truck for 7 hours with chest pain before presenting In ER
with AMI, The patient died in ICU with Myocardial Rupture.

E.S.- Had chest pain for 3 days, but refused his doctors advice to come
to the ER. History of CHF and CAD.

{.5.- A dlabetic with long standing CAD and hypertension was takan for
PTCA, but was a poor candidate for surgery.

P.T.- Refused treatment for chest paint for 2 days. Long history of
hypartension, CAD and CVA.

F.S.- Codea blus in ER with a history of CHF, terminal CA and acute renal
failure.

+.R.- Chronic alcohollc with end stage liver disease and encephalopathy.
E.V.- Code blue in ER with acute Renal Failure, CHF and CAD.

If your maodel took into account our patient population and the sericusness of
their underlying ilinessss, how could you count these agalnst us?

45% of the deaths we didn't transfaer were DNR's -
~ 35% of the deaths we didn't transfer had serious co-morbidity problams
17% of the deaths that weren't DNR's were over 80 years old
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| say slmply, that your risk adjustment is not aocurata. for hospitals in our position,
because no matter what we do, we can't change the outcomes of the patients J
have listed hers.

Aggressive Treatment: You state that “the more aggressive the treatment the
batter the outcomes” and this is what this study shows. This simply is not true.
What your study shows is that the hospitals with Cardiac Cath programs and -
open-heart programs will score better. The common thread betwesn ourselves
and UMC of Fresno for example is that we both transfer cur patients out for
Cardiac Caths. UMC is a very aggressive program. Itis a teaching facility for

“the University of San Francisco medical program and uses ail the new treatment.

We are somewhat more consgervative, yet we scored the same. We have the
same cardiologists as does the area hospital with the Cath Lab, our cardiclogists
treat the patiant the same, with same medications and order the same cath
procedure. The patients all see the same Cardiac Surgeon, yet you giveus
different score. Ara you saying that these Cardiologists treat our patlent
differently or worse than at the other facility?

When you use more accurate studies, one with a global view like NRMI you'll find we
rate very well with hospitals across the county. Our door to drug times are excellent as
15 our use of ASA, 1IBAlIA’s and thrombolytic strategies. We provide intensive medical
management comparable to any inatitution.

in conclusion, | befieve your study is tilted in favor of hospitals with on going cardiac
programs and for-profit type facilities and against the facilities, which have no control
over the patient population they must serve. Please check your figures again, because
like my Grandmother always sald “figures don't lie, but all llars figure.”

Sinceraly,

(5 e

Robert Montion, CEQ
Tulare District HealthCare Systemns
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(4

COMMUNITY
MEDICAL CENTERS
May 24, 2001
Andra Zach, RHIA, MPA.
Health Policy and Planning Division
Office of Statewide Health Planning and Development
818 “K” Street, Room 200

Sacramento, CA 95814
- Dear Mr. Zach,

Thank you for the opportunity to respond to the information obtained within the Report
on Heart Attack Quicomes in California. While we appreciate OSHPD’s efforts to
provide an outcome-based data collection, we have significant concerns regarding how
some of the information is aggregated. Some of these concems are with the actual
OSHPD study design, and some with our internal practice that likely influenced the
information submitted vo OQSHPD for this report.

After reviewing a sample of the University Medical Center (UMC) data, we ideatified or
validated the following: '

In the risk-adjustment models utilized for the study, there is no consideration for patients
who have requested a “do not resuscitate™ (DNR) status on ot before admission or cardiac
arvest within the previous 24 hours. Close to 50% (7 out of 13 for 1997) of the sample of
patient records that we reviewed from this study were found to cither include advanced
directives with DNR. requests or cardiac arrest within that time frame. If these variables
were inchuded within the selected risk adjustment models, this would very likely have
significantly influenced our calculated mortality prediction.

Another area of concern is with our own documentation and coding practices. In our
review of the patient records, we validated the fiact that there were a number of clinical
co-morbid factors that were found present in the charts, though not within the OSHPD
report. Recognizing this shoricoming has driven some initial planning for education
regarding appropriate documentation by the medical staff, as well as education related to
our internal coding practices to enhance awareness of relevant clinical data that supports
quality outcomes.
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Despite our concerns with how UMC is represented in the report and regardless of the
fact that our own internal quality indicators have shown us {0 be performing well, we will
continue to strive toward improvement of the care of AMI patients in our facility. Several
changes have already occurred since the time that this particular data collection was
initimted. There has been a change in the coding practitioners for our organization late
1999, and we expect to see some changes in how our facility specific data will be
represented in the near fubure,

We have also established a performance improvement team in collaboration with both
Communmity Medical Center — Fresno and Community Medical Center — Clovis with the
intent to examine the processes around the care of the AMI patient. This multi-
disciplinary team is focusing on expediting the tithe to diagnosis and treatment strategy
for patients that present with acute chest pain, specifically improving time to reperfusion.

We look forward to additional opportunities to participate in OSHPD outcome studies as
well as continuing other benchmark efforts associated with American College of
Cardiology and Society of Thotacic Surgeons.

Sincerely,

%VA..—__,_W #f)m'm:f{m_fl.-\ |

Bruce Kinder, BLN.
Vice President, Administrator
University Medical Center
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Western Medical Centér

Santa Ana '
Tenet HeahhSystem

1001 Horth Tuslin Avenus
Sonda Ano, Ch 72705

Tl: 714.835.3555

intipef v Yarebweaiih. com

April 9, 2001

Andraa Zach, RHIA, MPA

Acting Deputy Director

Office of Statewide Health Planning and Development
Health Policy and Planning Division

818 K Street Room 200

Sacramento CA 95814

Dear Ms. Zach:

Wastam Madical Center Santa Ana appreciates the opportunity to respond to the Annual Report
of the California Hospital Outcomas Projsct publishad by the Office of Statewide Health
Planning and Development (CSHPD). We support the State’s effort to better inform the public
regarding the quality of health care baing delivered in Califomia hospitals. Unfortunatety, the
ussfuiness of the 1996-1988 Acute Myocardial Infarction Study is limited since the data reported
primarily uses ICD-8-CM codas, a coding and clasgsification system which does not recognlze
the savarity of the patlents' (iness, has vague and consistently changing guidelines and is not
uniformly reported by California hospitals and health care faciltias, The savarity of illness
indexing or risk adjusting utilized in this study is dependent on coding of pre-admission
dizgnosis. Additionally, the statistical data that has bean published has a very low probability of
baing related to the quality of care that a pationt would receive at a given hospital.

Westam Madical Center Santa Ana conducts extensive reviews of all mortalities and
complications as a significant part of our Continuous Quality Improvament Program. The
Madical Staff has taken opportunities to identify and improve patient outcomes. We believe our
review processas pravide continuous feedback that aflows ua 10 meat and axcesd quakty of
cara standards. Additionally, it should be mentioned that Waestemn Medical Centar Santa Ana
haz a comprshensive Cardiovascular program in order to bettar serve cardlac patients,

Thank you for the eppartunity 1o respond o the Califomia Hospital Outcomes Project Report
prior to publication. We are aware OSHPD continuas in thelr sffort to improve the methodology
of raporting.

If you have questions feal free to contact me at 714-953-3610.

Sincemly,

ot

Daniel J. Brothman
Chief Exacutive Officer
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